Tests of ventilatory capacity based on the recording of a maximum forced expiration after a full inspiration are becoming increasingly widely used. They are quicker to perform and require less cooperation and effort on the part of the subject than the conventional maximum breathing capacity estimation, and the results are more informative because three indices of ventilatory capacity, each of different significance, are derived from the recording of this simple manoeuvre. These indices are: (1) the forced vital capacity, (2) the volume of gas expired over a given time interval (usually the first second or half second), and (3) the percentage of the vital capacity (or forced vital capacity) expired within the same time period (that is, 2 as a percentage of 1). In this department the procedure has been found most appropriate in paediatric work; the children learn it readily and can repeat it frequently with, in my experience, greater consistency than the maximum breathing capacity test.
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Adequate normal standards are available for the vital capacity (Turner and McLean, 1951; Jones, 1955) , and this paper provides data relating to the percentage of the vital capacity expired in the first second and half second of a forced expiration.
Definitions and Terminology
The recording obtained when the subject, after a full inspiration, forcibly and completely exhales into a spirometer, the movement of which is recorded with a kymograph, is termed the forced expiratory spirogram (F.E.S.). The volumes of gas exhaled in the first half second and the first second of expiration are termed the forced expiratory volume at half a second (F.E.V.o.5) and one second (F.E.V.1.o) respectively. The total volume of gas expired is termed the forced vital capacity (F.V.C.). The qualification 'forced' is added to distinguish this measurement from the vital capacity (V.C.) estimated in the conventional manner, that is, when the expiration, in the earlier phases at least, is comparatively 'unforced'. The distinction is necessary because in certain pathological states the values for the vital capacity differ according to whether the expiration is forced or not; in emphysema, for example, 'air-trapping' leads to a forced vital capacity which is smaller than the vital capacity. The 'expired percentage' at 0 * 5 second or 1 '0 second is the percentage of the V.C.* expired in the appropirate time interval and is abbreviated to F.E.V.o .5 % or FEV1.0%; it is therefore equal to F VC X 100 or F.E.V. X 100. The terminology set out above is in accord with that adopted and recommended for general usage by the Thoracic Society of Great Britain (Gandevia and Hugh-Jones, 1957 
Methods
The spirometer used was of the type described by Bernstein and others (1952) to minimize various errors in the response of the bell to the sudden entry of gas. All connexions were of wide bore to reduce resistance to gas flow. The patient fitted a valveless anaesthetic mask, of adult or child size, with a one-inch outlet, to his face; a face mask has been found more convenient and less disturbing for the patient than the usual mouthpiece and noseclip. A Palmer kymograph was set to give a paper speed of 3 0 cm. per second. No timing device was employed during the recordings but the speed of the kymograph was periodically checked against a mechanical time-marker. Tracings were not begun until the drum had moved approximately 10 cm. One centimetre of travel of the bell was produced by the entry of 300 ml. of gas; this calibration was carefully checked by direct measurement of the internal diameters of the bell throughout its length.
After their height* (without shoes) had been measured the subjects were seated at a comfortable height in relation to the spirometer. The tests were explained and the fit of the face mask demonstrated and checked. The V.C. was then estimated in the conventional manner. Several recordings of forced expiration were made. The number of recordings of vital capacity and of forced expiration varied from subject to subject; four 'satisfactory' recordings of vital capacity and three of forced expiration were required, the mean value of these estimates being accepted. By 'satisfactory' is meant a recording free of artefacts and of mistakes on the part of the subject as judged by eye. Misleading tracings due to misunderstanding or obviously incomplete co-operation were discarded. In most instances 'satisfactory' therefore implies reasonable consistency. The statistical criticisms of this procedure are appreciated but it was used because it must neceusarily be the approach adopted in clinical practice. From two subjects (1 3%) it was found impossible to obtain satisfactory recordings. height; in young boys the absolute values for these indices are lower than for girls (although the V.C. is higher) but over a height of about 4 ft. 6 in. the boys have the higher values (although the V.C. increase in boys and girls is the same). No explanation for this sex difference is apparent but it is worth noting (a) that the similarity of the line relating V.C. and height in boys and girls has been reported in other studies, and (b) that at the age of 14 years the present values for F.E.V.o.s5% and F.E.V.1.0y% are those regarded as normal for adults of both sexes. These observations, combined with the finding that the results are similar when the younger and older children are studied as separate groups, suggest that the difference between the sexes is a real one and is not attributable to lack of cooperation on the part of any sub-groups in the performance of the vital capacity or forced expiration manoeuvres.
Summary
Indices of ventilatory capacity derived from the forced expiratory spirograms of a series of healthy school children are related to standing height.
Attention is drawn to certain differences between the sexes in regard to the proportion of the vital capacity expired in the first second or half-second of a forced expiration.
